








multiple-child families, four out of five parents PATTERNS OF INTERGENERATIONAL

give equal inheritances to each child if there TRANSFERS

is no surviving spouse. Finally, the study found

clear evidence that people in HRS households Intergenerational sharing, or transfers, can
intend to spend a large portion of their savings be grouped into three main categories: time,
during older age. On average, households of money, and co-residence. Figure 4-3 presents the
participants ages 70 to 74 will likely spend more overall pattern of transfers between HRS parents
than 60 percent of their current assets, leaving (unmarried versus married) and their children in
the remainder as bequests. 2002, that is, whether there are any exchanges
FIG. 4-3

and, if so, in which direction they flow. Sizable
proportions of HRS parents—about one-third
of married and 40 percent of unmarried partici-
pants—neither give nor receive time, money or
co-residence. Married parents, especially those
over age 64, are more likely to give but not
receive transfers.

TRANSFERS TO/FROM PARENTS AND THEIR CHILDREN, BY AGE AND MARITAL STATUS OF PARENT: 2002

(Transfers include time, money, and co-residence)
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FIG. 4-4
RECEIPT OF MONEY, TIME, AND CO-RESIDENCE, FOR RESPONDENTS WITH AND WITHOUT
ADL LIMITATION: 2002
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Notes: “Other” includes grandchildren, spouse if married, and paid home help. Co-residence may be with a child or another
person. ADL limitation refers to problems with one or more activities of daily living.

Transfers of Time and Help

One would expect that disability among HRS
participants would correlate with assistance from
their children. Figure 4-4 contrasts intergenera-
tional transfers from adult children to their par-
ents who have activity of daily living (ADL) limita-
tions (i.e., disability) with transfers to non-limited
parents. In 2002, regardless of ADL limitations,
single HRS participants were more likely than
married parents to receive help from their children
across all transfer dimensions. Parents with ADL
limitations were somewhat more likely than non-
limited parents to receive money from a child, but
this form of transfer was uncommon.

Transfers of time were much more important to
disabled parents. Households in which a parent
had an ADL limitation were 10 times more likely
than non-limited households to receive help (i.e.,
time) from their children, and even more so when
grandchildren, other relatives, and paid home
help were factored in. Roughly 4 in 10 unmarried
parents with ADL limitations, compared with 1 in
7 married parents with ADL limitations, received
time help from a child. When assistance from
others was added to that from children, more than
half of unmarried and married people received
help in the form of time.

A natural follow-on issue relates to the effective-
ness of assistance that children provide. HRS
data from the mid-1990s indicate that the receipt
of regular ADL assistance from children signifi-
cantly reduced the likelihood of a parent having
to enter a nursing home (Lo Sasso and Johnson
2002). Disabled individuals age 70 and older
were 60 percent less likely to experience nursing
home care if they received help from a child in
the form of basic personal care all or most of the
time, compared with those who did not receive
such help.



Disability and care are not static, as the ability to
provide care and the need for care change often.
Freedman et al. (2004) used data for unmarried
participants age 70 and older to examine how
care requirements change over time. The study
found that both paid and unpaid care hours re-
ceived by older, unmarried, community-dwelling
participants increased during the 1990s. How-
ever, trends in care hours differed according to
shifts in ADLs versus instrumental activities of
daily living (IADLs). Responses to ADL changes
were fairly symmetric, in that care hours in-
creased as disability worsened and decreased

as people recovered function. With IADLs, both
paid and unpaid care hours increased with the
number of IADL limitations, but paid hours (and,
to a lesser extent, unpaid care hours) did not
decrease as IADLs improved.

Another factor in the care equation is the policy
and service environment surrounding the provision
of long-term care. The Federal-State Medicaid
program funds the largest share of formal long-
term care services, but individual States determine
their own eligibility criteria, payment levels, and
other program characteristics. One examination of
HRS results suggested that in States with strong
commitments to home- and community-based
services, older adults who needed help with one
or more ADLs were more likely to receive services
that allowed them to remain in the community
rather than entering nursing homes (Muramatsu et
al. 2004). Therefore, the researchers concluded,
although family resources and caregiving are still
paramount in determining long-term care use, the
effect of these resources on nursing home admis-
sion depends on the long-term care context of
one’s State of residence.

Transfers of Money

Research using HRS data has shown that a child’s
financial situation affects parents’ decisions about

FIG. 4-5

HOUSEHOLDS THAT GAVE AT LEAST $500 TO THEIR CHILD(REN) BETWEEN 2000 AND

2002, BY AGE OF RESPONDENT

(In percent)

85+

75-84

65-74

55-64

0% 10% 20%

Note: Age for households with couples is based on the man’s age.

whether or not to give money to their children—
and how much to give. In 2002, participants were
asked if they had given $500 or more to any of
their children during the prior two years. More
than one-third (36 percent) of participants said
they had. The likelihood of giving money to chil-
dren decreases as the age of parents increases
(Figure 4-5); 43 percent of parents ages 55 to
64, compared with 24 percent of parents age 85
and older, provided such financial support.

The amount parents give to their children varies
by the children’s financial situations. Analysis of
data for participants age 70 and older indicated
that parents were more likely to give money to
children in lower versus higher income brackets
(McGarry and Schoeni 1997). Adult children

in the lowest income category were 50 percent

30% 40%

more likely to receive a financial transfer from
their parents, and on average received $300
more than their siblings who were in the highest
income categories. The researchers also found
other factors that influenced parents’ decisions:
parents were more likely to give to younger chil-
dren than older children; less likely to give money
to children who were married, had children of
their own, or owned their own homes; and more
likely to give to children who lived within 10 miles
of their parents or who had less education.

Housing Transfers

Geographic proximity of older parents to adult
children is related to opportunities for intergen-
erational transfers. In 2002, 11 percent of HRS
participants’ households included a resident child

CHAPTER 4

00
-




FAMILY CHARACTERISTICS & INTERGENERATIONAL TRANSFERS

o]
N

FIG. 4-6

PROXIMITY TO CHILDREN, BY AGE OF RESPONDENT: 2002
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Note: Data may not sum to 100% due to rounding.

of the participant, and 51 percent of households
had at least one child living within 10 miles.
Figure 4-6 shows fairly small differences by age of
HRS participant. There is an increase with age in
the percent without living children, and a notable
decline in the proportion with resident children at
ages 65 to 74 compared with ages 55 to 64.

Ages 65-74

7.1%

7.5%

30.4%

55.0%

Age 85+

13.0%

9.9%
27.3%

49.8%

B At Least One Child B No Children
Within 10 Miles Within 10 Miles
RECIPROCITY AND

INTERGENERATIONAL TRANSFERS

Intergenerational transfers and help from children
are related because families engage in a web of
transfers that encourage reciprocity. Sociologists
and economists who have examined this issue

hypothesize that past assistance to family mem-
bers encourages immediate or future repayment
of assistance. Henretta et al. (1997) examined
this issue among unmarried HRS participants with
a need for personal care and more than one child.
They found a substantial relationship between
financial help from a parent to a particular child
and later help from that child to the parent.
Among children who received large money gifts
from a parent in the past, nearly 50 percent were
providing financial help to the parent, compared
with slightly more than one-fourth of their siblings
who had not received gifts. These findings are
consistent with the reciprocity hypothesis.

PARTICIPANTS’ TRANSFERS
TO PARENTS

Transfers flow not only to and from HRS partici-
pants and their children and grandchildren, but
also in many cases, from the participants to their
own parents. Table 4-2 presents the pattern of
such transfers from HRS participants under the
age of 80. In 2002, nearly 7 in 10 HRS partici-
pants under age 65 with living parents gave no
assistance in the form of money or help with care
or chores to their parents. Fifteen percent of HRS
participants under age 65 helped their parents
with chores only, and about 11 percent made
monetary transfers (either only money or money
in conjunction with other forms of assistance).
HRS participants age 65 and older were slightly
less likely than younger participants to provide
most forms of assistance to their parents, and
three-fourths of the older participants provided no
assistance to their very old parents.

TRADE-OFFS BETWEEN
EMPLOYMENT AND CARE

The family traditionally has been the leading
source of care for its older members, but as



TBL. 4-2
TYPE OF RESPONDENT TRANSFERS TO
PARENTS, BY AGE OF RESPONDENT: 2002

(In percent)

Age of Respondent

Type of Assistance Under 65

Money Only 5.9% 4.6%
Hour of Care Only 1.5 1.9
Chore Hours Only 14.6 12.0
Care and Chores 3.8 3.1
Money and Care 0.5 0.9
Money and Chores 2.9 1.9
Money, Care, and Chores 1.7 1.4
No Transfer 69.3 74.2

fertility rates decline and more women participate
in the formal labor market, we might anticipate
greater tension between workforce demands

and parental care needs. Analyses of HRS data
from the mid-1990s suggest that devoting time
to informal care of older parents may indeed be
incompatible with having a full-time job during
midlife (Johnson and Lo Sasso 2000, 2001).
The studies found that women who provided an
average of 2 or more hours per week of paren-
tal help (with either ADLs or IADLs) worked 43
percent fewer hours than women overall. For men
providing similar care, the reduction in hours of
paid work was about 28 percent. Women ages
53 to 63 who helped their parents with personal
care reduced their hours of paid work by about
70 percent. These findings suggest the need for
further research to look at family responsibilities
as a major obstacle to encouraging workers to
delay retirement, as well as the need to develop
accurate estimates of the financial costs incurred
by families who provide informal care.

FIG. 4-7

NATIONAL ANNUAL COST OF INFORMAL CAREGIVING FOR

FIVE CHRONIC CONDITIONS: CIRCA 1998
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Source: Langa and colleagues, various reports 2000-2004.

CAREGIVING COSTS, INSURANCE

Medical and workforce costs associated with
certain diseases were discussed in Chapters 1
and 2. HRS data may also be used to gener-

ate national estimates of the costs of informal
caregiving (by family and friends) to people with
chronic health conditions. Figure 4-7 shows one
set of estimates for five different conditions, four
of which cost at least $6 billion annually and one
of which—dementia—costs $18 billion annually
in informal caregiving.

Looking at people age 70 and older in the 1990s,
researchers found that those with mild dementia
received 8.5 more hours of care per week and
those with severe dementia received 41.5 more

Stroke Depression Dementia

hours of care per week than that received by
elders with normal cognitive function (Langa

et al. 2001). To estimate the yearly costs of
caring for older family members with dementia,
the researchers adjusted the number of hours

of reported care to account for chronic health
conditions other than dementia (and for other
factors). They then multiplied the results by the
1998 national average wage for a home health
aide of $8.20 per hour, and estimated that the
yearly cost for dementia at the national level was
$18 billion for informal caregiving alone, in ad-
dition to direct and indirect costs of dementia in
the United States. This finding underscores the
importance of including valid estimates of unpaid
caregiver time when evaluating future clinical and
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FIG. 4-8

GRANDPARENT HEALTH, BY LEVEL OF CARE PROVISION TO GRANDCHILDREN: 1998-2002
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Notes: Self-rated health is assessed on a 5-point scale ranging from excellent (5) to poor (0). Data refer to persons
who made the transition to a type of care between 1998 and 2000 and/or between 2000 and 2002.

Source: Hughes et al. 2004.

policy interventions aimed at reducing the impact
of dementia on individuals, families, and society.

The main alternative to informal family-based care
is paid care either in the home or in a nursing
home. Long-term care insurance can help cover
such costs, but it is purchased by relatively few
older adults. One question that arises is whether
or not the expectation of care from children is a
factor reducing the demand for long-term care
insurance. One study using HRS data found that
expectations about future caregiver availability in
the form of family and friends had no significant
effect on ownership of long-term care insurance
(Mellor 2001).

GRANDPARENTS’ CARE OF
GRANDCHILDREN

Descriptive studies from several datasets have
indicated the growing importance of the grandpar-
ent-grandchild care relationship. However, few
surveys are large enough to explore this relation-
ship in any detail. Early HRS results showed that
roughly two-thirds of participants had grandchil-
dren, and that 40 percent of these grandparents
provided 100 or more hours of grandchild care
per year. Women were about 2.5 times more likely
than men to provide grandchild care, and single
grandmothers provided the most help (about 20
hours per week on average).

Hughes et al. (2004) used six waves of HRS
data to examine different types of grandparent
caregiving and changes in caregiver health. The
researchers distinguished between grandparents
who provided care to grandchildren who did not
live with them and those whose grandchildren
lived with them. They determined that grandpar-
ents who provided a considerable amount of care
to non-resident grandchildren did so because

of desire and resources, while grandparents
who co-resided with grandchildren often did

so because some family crisis had made this a
necessity. The study found that co-residence
with grandparents is relatively uncommon. In
1998, for example, only 5 percent of HRS
participants lived with grandchildren, mostly in
three-generation households.

HRS data consistently show that grandparents
who provide little if any direct care to their
grandchildren are in better health than those who
do provide care, especially compared with those
who live with their grandchildren. This relationship
holds true for both self-rated health and number
of depressive symptoms (Figure 4-8). However,
few changes in health were found over time
among the different groups. The researchers con-
clude that differences in the physical or emotional
health of grandparent caregivers are a function of
the underlying characteristics that lead them to
provide care, rather than negative health effects
due to providing care.
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THE FUTURE

Since its inception in 1992, the Health and Retirement Study (HRS) has provided an invaluable, long-term look at the complex interplay of health, work,
and economic status of Americans age 51 and older. Over the years, the Study has been recognized for its high level of innovation and unique approach-
es within the social science research arena and has become the premier source of retirement data. In terms of budget, sample size, number of interview

hours, and number of researchers involved, the HRS ranks among the largest and most ambitious social and behavioral studies ever undertaken. Rather
than being a narrowly controlled investigation of the hypotheses of a small group of scientists, it provides a laboratory for many researchers to explore
their theories.

Today, the HRS continues to evolve as data collection techniques expand
and the resulting data are refined. In 2006, the HRS was funded for 6 more
years, allowing the Study team to adopt several new directions. Some of the
recent and future HRS initiatives are described below.

Biomarker Data Collection Expands

In response to growing research interest in the relationship between physical
health and other aspects of life, in 2006 the HRS began to gather additional
direct measures of HRS participants’ physical well-being. In the course

of in-person interviews with participants, the researchers have begun to
gather objective data about individuals’ physical performance (such as grip
strength, lung capacity, and walking ability) and blood pressure, and will
collect fingerstick blood spot samples to assay for some common disease
markers. They will also collect and store salivary DNA samples. These data
will provide a foundation for novel studies of chronic disease, morbidity, dis-
ability, and, ultimately, mortality within the HRS study population.

Cognitive Measures Strengthened

The HRS was one of the first national health surveys to measure cognitive
health at the population level. The Aging, Demographics, and Memory Study
(ADAMS), a recently added supplement to the HRS, is the first of its kind

to conduct in-home assessments of dementia on a national scale with a
nationally representative sample of older adults. Incorporating measures of
memory and thinking skills in the HRS has permitted researchers to identify
individuals with cognitive impairment and to study the impact of the impair-
ment on their families. Beyond ADAMS, the HRS team has begun a major
effort to strengthen its cognitive measures, developing new adaptive testing
methods to assess a broader range of cognitive functions than in the past.

More Psychosocial Measures Added

The early waves of the HRS, while strong in areas such as the measurement
of participants’ economic status, were less robust in their measurement of
psychosocial dimensions. Following a series of workshops and Data Monitor-
ing Committee meetings, the HRS has begun to add a significant number

of psychosocial measures to its face-to-face interviews with people over age
50. In 2004, adopting an innovation included in a sister study, the English
Longitudinal Study of Ageing (ELSA), the HRS began using a “leave behind”
self-administered questionnaire to gather expanded psychosocial data. Since
then, the HRS has consulted widely with psychologists and sociologists on
the design of an expanded psychosocial instrument that was administered in
2006. This work will continue on the versions for 2008 and beyond.

International Studies Grow

As described in the Introduction, the HRS has served as a model for other
longitudinal, population-based studies of older adults’ health and retirement
in other nations. Several of these studies—ELSA; the Survey of Health, Age-
ing, and Retirement in Europe (SHARE); and the Mexican Health and Aging
Study (MHAS)—are well-established. Their success has generated interest
in extending these efforts to Israel and countries in Eastern Europe. Other
nations—Ireland, Australia, South Korea, Japan, Thailand, and China—are
also actively planning HRS or SHARE equivalents, and the task of coordi-
nating these studies has become significant. The availability of comparable
cross-national data presents opportunities for new research, such as the
investigation of the impact of country-level pension and health system varia-
tion that were never before possible with single-country studies.



Perhaps even more important, the new international studies have become
nodes around which researchers from a variety of disciplines and fields have
clustered. Interaction of these study teams with counterparts in other coun-
tries has, in an amazingly brief amount of time, created a new and vibrant
international research community that has benefited the HRS in a number
of ways, including the development of new instruments and ways of think-
ing. Recently published research examining the health of U.S. and British
populations (Banks et al. 2006) represents one example of the potential of
the availability of comparable national data.

Interdisciplinary Research Advances

The HRS has proved to be an effective crucible for initiating and promot-
ing problem-focused research that cuts across multiple domains, such as
economic status, health, physiology, neurology, and cognition. This outcome
has resulted, in part, from the facts that the Study focuses on problems of
concern to different disciplines and that it includes measures drawn from a
variety of research realms.

In addition, the HRS has spawned interaction between laboratory research
and field-based survey research—two fields that in the past have gener-

ally operated independently of one another. For the future, the HRS team
expects to see even greater collaboration between these two very separate
research worlds, as measures developed in labs move out into the field and
labs interested in individual differences administer parts of the HRS ques-
tionnaire to subjects in experiments. Already, for example, HRS investigators
and others are experimenting with Internet interviewing, an interview mode
that is well-adapted to performing experiments.

Survey Coordination Enriches Knowledge Base

A 1987 meeting and subsequent report on data needs for research on
health and retirement economics catalyzed the HRS'’s initial development.
Now, some 20 years later, the National Institute on Aging’s Behavioral and
Social Research Program has begun to look at the field's data needs more
broadly. One approach to enrich understanding of the antecedents to retire-
ment and factors affecting retirement decision making is to view the HRS as
an integral part of a family of surveys that gather data about human devel-
opment and aging. For example, connecting the HRS with other studies that
begin at birth or at age 18 can provide insight into relevant developmental
processes.

Conclusion

As evidenced by the rapidly growing number of publications, working papers,
and dissertations that have tapped data gathered through the HRS and the
growing use of the HRS by researchers, policymakers, and program plan-
ners, the HRS clearly has been a successful longitudinal endeavor. This is
true largely because it has served as an essential means to understand the
dynamics of the aging of both individuals and the U.S. population. The aging
of the population and the retirement of the baby-boom generation are con-
sidered by many to be among the most transformative demographic changes
ever experienced in this country. In the coming years, by observing the
dynamics of retirement and health, and people’s social and economic well-
being following retirement, the HRS will continue to be a powerful research
tool for tracking and understanding this major national social transformation.
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APPENDIX A

HRS EXPERIMENTAL MODULES

Every wave of the Health and Retirement
Study (HRS) contains a set of experimental
modules that are administered to a random
subsample of respondents. The intent of
the modules is to allow HRS investigators,
as well as other researchers on aging, to
suggest questions that test out new and
untried content, have a methodological
purpose, or that, in combination with the
rest of the HRS data, would permit new
research questions to be investigated. For a
more detailed inventory of these modules
and their use by researchers, visit the HRS
website at: http://hrsonline.isr.umich.edu/
meta/sho_meta.php?hfyle=modules.

OVERVIEW OF EXPERIMENTAL
MODULES

HRS 2002 (Wave 6) Modules

Self-assessed health utilities; willingness to pay
for disease prevention; restless leg syndrome,
night leg cramps, and neck and shoulder pain;
risk aversion; Internet use; loneliness, stress,
and social support/social burden; ELSA health
questions; numeracy; positive well-being; later
life education; subjective uncertainty about stock
market returns.

HRS 2000 (Wave 5) Modules

Medicare knowledge; alternative medicine;
planning and expectations for retirement;
social and economic altruism; benevolence and
obligation; health plan booklet; health utilities
index; risk tolerance; alcohol consumption and
instrumental activities of daily living (IADL)
measures; proxy validation; social altruism;
valuing health.

HRS 1998 (Wave 4) Modules

There were limited modules in HRS 1998, due to
the addition of two new cohorts and the merger of
the original HRS and AHEAD cohorts. The 1998
modules were targeted primarily toward AHEAD
sample members who were asked activity of daily
living (ADL) and cognition questions correspond-
ing to similar modules in previous waves.

HRS 1996 (Wave 3) Modules

Consumption and anchoring; health during
childhood; health pedigree; personality inventory;
Medicare attitudes and preferences; volunteerism
and time use; preference parameters for con-
sumption, saving, and labor supply; advance
directives; attitudes toward inter-familial transfers;
retirement planning; saving for retirement.

AHEAD 1995 (Wave 2) Modules

Unfolding brackets with different entry points;
Wave 1 ADL questions; Longitudinal Study of
Aging 2 (LSOA2) ADL questions; security and
safety; sleep; living wills; in-depth ADLs.

HRS 1994 (Wave 2) Modules

CES-D depression scale; crystallized intelligence;
functional health; long-run income elasticity

of labor supply; risk aversion; social support;
parent-child transfers; ADLs; activities and time
allocation; nutrition.

AHEAD 1993 (Wave 1) Modules

Resilience; time use; alternative ADLs; WAIS
Similarities; quality of life; in-depth ADLs;
financial pressure.

HRS 1992 (Wave 1) Modules

Physiological health measures; ADL measures
from NLTCS and NHIS; meta-memory; process
benefits; employment alternatives; parental
wealth; occupational injuries; health risks;
substitution elasticity of consumption.



BRIEF DESCRIPTIONS OF =
EXPERIMENTAL MODULES

HRS 2002 (Wave 6) Modules

B Module 1: Self-assessed health utilities. Asks ]
for a self-rating of health between O (death) and
100 (perfect health for your age/a 20-year-old),
and then uses bracket-like techniques to assess
willingness to trade years of life for perfect
health, based on comparing two fictional persons
with health similar to the respondent.

B Module 2: Willingness to pay for disease
prevention. Assesses willingness to pay (dollars)
for prevention of cancer or Alzheimer’s disease.

B Module 3: Restless leg syndrome, night leg "

cramps, and neck and shoulder pain. Measures
symptoms of restless leg syndrome (associated
with sleep problems and health consequences m
of sleep problems), night leg cramps, and neck

and shoulder pain.
[ |
B Module 4: Risk aversion. Repeats previous

module questions about large risk aversion
to be paired with questions about small risk
aversion asked in the main survey.

B Module 5: Internet use. Asks about computer
and Internet access and use at work and at

home.
[ ]

H Module 6: Loneliness, stress, and social
support/social burden. Assesses negative
well-being in three of its dimensions. This
module has twice the sample size of other
modules, and hence also takes the place of
Module 7. It is part of an analytic project under
an NIA-funded program at the University of
Chicago, developed in consultation with the HRS.

Module 8: ELSA health questions. Provides a
cross-reference between health items asked
in the English Longitudinal Study of Ageing
(ELSA) and the HRS.

Module 9: Numeracy. Tests additional numeracy
items and uses a six-way design to test for con-
text effects across four types of mathematical
skills. Each math item is couched in three
contexts—health, economic/market, and
context-free—and respondents are assigned

to pre-designated combinations so that they
receive each math problem only once. It also
overlaps with an ELSA proposal to develop
numeracy measures for large surveys.

Module 10: Positive well-being. Builds on the
work of Powell Lawton and others to assess the
extent of positive feelings about life and health.

Module 11: Later life education. Asks about
educational activities in later life.

Module 12: Subjective uncertainty about stock
market returns. Assesses the respondent’s full
distribution of expectations of one-year stock
market returns by asking for probabilities that
the return would be above or below specified
levels.

HRS 2000 (Wave 5) Modules

Module 1: Medicare knowledge. Asks questions
and presents hypothetical situations to ascertain
respondents’ knowledge about health main-
tenance organization (HMO) and non-HMO
Medicare and about sources of their information
about Medicare.

B Module 2: Alternative medicine. Covers
recent and past use of herbal or other dietary
supplements and medications, treatments
by chiropractors, massage therapists, or
acupuncturists, and spiritual practices that
may be related to health.

B Module 3: Planning and expectations for
retirement. Asks about activities undertaken
by respondents to plan for retirement; the
questions are slightly different for those who
are already fully retired than for those still
anticipating full retirement. A subset of
questions is designed to get at the propensity
to plan ahead.

B Module 4: Economic altruism. Ascertains
willingness to give regular financial assistance
to relatives and friends at varying levels of
need, as well as to charities.

B Module 5: Benevolence and obligation. Asks
about the respondent’s self-perception as a
giver to others, and his or her reasons for giving,
especially as they relate to family members.

B Module 6: Request for health plan booklet.
Requests the respondent’s health plan booklet
to help assess the possibility of using this
method to obtain details of health insurance
coverage.

B Module 7: Health utilities index. Implements
the Mark Il version of the Health Utilities
Index to assess problems with vision, hearing,

mobility, hand and arm use, mental functioning,
general discomfort, and outlook on life. Domain

scores and overall utility preference scores can
be computed.
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B Module 8: Tolerance for large and small risks.
Addresses the respondent’s willingness to take
financial risks by posing a set of hypothetical
situations and asks what he or she would do in
those situations.

B Module 9: Alcohol consumption and HRS 1992
IADL measures. A very short module with a few
questions about difficulties of everyday activi-
ties and alcohol consumption.

M Module 10: Proxy validation. Repeats selected
questions asked in the general survey about
health and daily activities, but asks the respon-
dent to answer these questions about his or
her spouse/partner. The intention is to look at
the agreement between respondent and spouse
reports of health problems.

B Module 11: Social altruism. Asks about con-
nectedness to other people and the emotional
support available from the respondent’s spouse/
partner, adult children, parents and parents-in-
law, and friends.

B Module 12: Valuing health. Asks respondents to
compare their present state of health to perfect
health using a standard time-tradeoff question
valuing health in terms of years of life, and
a similar willingness-to-pay question valuing
health in terms of money.

HRS 1998 (Wave 4) Modules

B Module 1: AHEAD 1993 ADL questions. Con-
tains questions about difficulty and the use of
equipment and help in activities of daily living.
Most respondents who were asked to do this
module in 1998 were asked to do the same
module in AHEAD 1995.

B Module 3: ADL measures used for the
Longitudinal Studies of Aging. Contains the
ADL questions used in AHEAD 1993 and
AHEAD 1995, which were in turn based on
those proposed for (and subsequently used
in) the second LSOA. Most respondents who
were asked to do this module in 1998 were
asked to do the same module in both AHEAD
1993 and AHEAD 1995.

B Module 4: ADL measures used for the Na-
tional Long-Term Care Study (NLTCS). Most
respondents who were asked to do this module
in 1998 were asked to do the same module in
AHEAD 1993.

B Module 5: 1990 Census ADL questions. Slight-
ly less than half of the respondents who were
asked to do this module in 1998 were asked to
do the same module in AHEAD 1993.

B Module 10: Cognitive section for proxy inter-
viewed sample members. Also included in the
module section, although not actually a module,
is a section of the interview that is administered
to sample persons for whom proxy interviews
were done, but who are willing and able to do
this section themselves.

HRS 1996 (Wave 3) Modules

B Module All: Consumption and anchoring.
Contains questions on food consumption, as
well as questions designed to assess the degree
to which the responses to unfolding brackets
are affected by the level of the entry point
(i.e., the “anchoring effect”). To yield adequate
sample sizes, these questions were asked of all
respondents.

B Module 1: Health during childhood. Contains
questions on the individual’s health when
growing up (from birth to age 16), on parental
family composition, and on the parental family’s
economic status.

B Module 2: Health pedigree. Asks about the
individual's health pedigree—whether the
individual's parents are still living, the cause of
death if deceased, health status if living, and
cause and age of death of any deceased siblings.

B Module 3: Personality. Provides a brief personal-
ity inventory based on the respondent’s rating of
how closely each of 12 descriptive words fits the
respondent.

B Module 4: Medicare attitudes and preferences.
Attempts to measure respondents’ attitudes and
preferences toward Medicare. Includes questions
on whether the respondent would prefer various
cash equivalent dollar payments to Medicare
insurance, and is thus a form of contingent
valuation.

B Module 5: Volunteerism and time use. Asks how
many hours the respondent spent in the past
year on 10 types of volunteer activities ranging
from helping religious organizations to helping
neighbors. Hours spent in 11 time-use activities
ranging from television watching to reading are
also obtained.

B Module 6: Preference parameters for consump-
tion, saving, and labor supply. Attempts to
understand the respondents’ preferences toward
consumption, saving, and labor supply by asking
about their behavior if they won a hypothetical
sweepstakes that would pay an amount equal to
their current family income for life.



B Module 7: Advance directives. Contains ques-
tions on advance directives and respondent
preferences toward a hypothetical cancer treat-
ment under a variety of costs and treatment
success-rate assumptions.

H Module 8: Attitudes toward inter-familial trans-

fers. Examines respondents’ willingness to give
financial help to parents and/or siblings under a
variety of hypothetical situations. These data, in
conjunction with those from HRS 1994 Module
7, are designed to develop a better understand-
ing of altruism.

Module 9: Retirement planning. Asks about
retirement planning and saving for retirement,
and contains a question intended to measure
the extent to which the respondent understands
compound interest. It asks about the extent
to which the respondent relies or plans to rely
on Social Security, employer-provided pension
plans, individual retirement accounts, 401 (k)
or Keogh plans, and private savings. Also asks
retirees questions about the adequacy of their
savings.

B Module 10: Saving for retirement. Contains
questions on the current level of savings for
retirement and on the reliance or expected reli-
ance on public, private, and personal sources of
income in retirement.

AHEAD 1995 (Wave 2) Modules

Each of the AHEAD 1995 modules includes ques-

tions designed to assess the importance of an-

choring effects in unfolding questions about dollar

amounts. In each case, respondents were asked
about the amount of money they had in savings

accounts and total household consumption in the

past month.

B Modules 1 and 2: AHEAD 1993 ADL ques-

tions. Questions about difficulty and the use of

equipment and help in activities of daily living
that were asked in AHEAD 1993 were modi-
fied in 1995. To assist analysts who wish to
take account of these wording changes when
examining changes in responses across waves,
a random subsample (double the size of the
other modules) was asked the 1993 version of
the ADL questions (in addition to the revised
ADL questions that were asked in the main
interview).

B Module 3: LSOA2 ADL questions. Asks the
same questions as Module 3 in AHEAD 1993,
and were asked of the same respondents in
both waves.

B Module 4: Security and safety. Poses ques-
tions about the subjective probability of being
the victim of a crime, and steps taken out of
concern about crime.

B Module 5: Sleep. Includes questions about
trouble falling asleep and staying asleep
through the night, problems of falling asleep
during the day, and the use of medications to
aid sleep. It also includes two questions about
the sense of personal control.

B Module 6: Living wills. Inquires about end-of-
life directives, and whether or not the respon-
dent has named anyone to make health care
decisions for them if they are unable to do so
themselves. Respondents were also presented
with two scenarios about someone with a
life-threatening illness who is presented with
the choice of taking an experimental treatment
with randomly varied cost and probability of
success.

B Module 7: In-depth ADLs. Asks the same ques-
tions as Module 7 in AHEAD 1993, of the same
respondents in both waves.

HRS 1994 (Wave 2) Modules

B Module 1: Center for Epidemiologic Studies
Depression (CES-D) Scale. Assesses the degree
to which the HRS 1994 scale loses information
compared with the original HRS 1992 scale.
The version of the CES-D Depression Scale
included in the HRS 1994 instrument is a sub-
stantially truncated version of the scale used in
1992.

B Module 2: Crystallized intelligence. It was
decided to eliminate the similarities test (a
test of crystallized intelligence) in the main
survey, on the grounds that crystallized 1Q is
not expected to change with any rapidity in the
HRS age range and is expected to change more
slowly than memory. The similarities test in this
module is the same test contained in the HRS
1992.
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B Module 3: Functional health. A methodological
test of the HRS 1994 functional health scale
compared with the HRS 1992 scale. The HRS
1992 scale was a four-point scale associated
with level of difficulty in performing various
activities. Telephone interview considerations in
HRS 1994 led to the development and use of a
two-point scale to be followed by a second two-
point scale in the event of a “some difficulty”
response. This module uses the original four-
point scale designed for a personal interview
environment.

B Module 4: Long-run income elasticity of labor
supply. Sets up a hypothetical set of circum-
stances to yield pure estimates of income elas-
ticity. The hypothetical illustration concerns the
effect of a windfall gain on labor hours, along
with measures that will generate an assessment
of the strength of an altruism parameter.

B Module 5: Risk aversion. HRS 1992 contained
a measure of risk aversion based on responses
to a hypothetical situation involving alternate
jobs and respondents’ willingness to take jobs
with various risky characteristics. This module
is an attempt to refine the risk aversion mea-
sure by observing the distribution of risk aver-
sion at the extremes of the distribution, where
the 1992 data suggest most of the sample
actually resides.

B Module 6: Social support. Asks questions about
respondents’ sources of social support, including
spouses, friends, and co-workers.

B Module 7: Transfers. Examines motivations for
transfers from parents to children. It is intended
to aid in the analysis of preference parameters,
specifically altruism.

B Module 8: Activities of daily living. Gathers
baseline data on the incidence of ADL
deficiencies in the sample, and to find out
who the ADL helpers are. Part of the module
asks about future needs for ADL help, as
well as whether or not respondents perceive
themselves to be at risk of helping someone
else with ADLs.

B Module 9: Activities and time allocation.
Seeks to assess the strength of some of the
pull toward retirement that can be attributed
to the desire to reallocate time to non-market
time issues.

B Module 10: Nutrition. Asks respondents how
often they eat foods from the various major
food groups. The list of food types is fairly
detailed, e.g., distinguishing red meats from
other meat and from fish.

AHEAD 1993 (Wave 1) Modules

B Module 1: Resilience. Asks an innovative
sequence of questions designed to measure the
concept of resilience, defined as the individual’s
ability to recover quickly and completely from
any misfortune or challenge.

B Module 2: Time use. Contains a set of questions
on unpaid but economically productive activities:
home maintenance, volunteer work, and informal
help to others. Together with core-study questions
on paid employment, these questions permit
a balanced assessment of the productive
contributions of older adults.

B Modules 3 and 4: Alternative ADLs. Contains
the ADL questions proposed for (and subse-
quently used in) the second LSOA (Module 3)
and replicates the ADL function items on the
NLTCS screen (Module 4).

B Module 5: WAIS Similarities. Applies the WAIS
Similarities, a widely used measure of abstract
reasoning that was used in the main HRS 1992
interview; also includes two ADL questions that
are asked on the 1990 U.S. Census long form.

B Module 6: Quality of life. Asks questions
focusing on the essential quality of life issue—
whether or not life is still worth living.

B Module 7: In-depth ADLs. Probes various de-
tailed adaptive strategies for bathing to explore
whether or not adaptive mechanisms account
for a lack of reported difficulty with bathing
despite obvious physical or cognitive impairments.

B Module 9: Financial pressure. Asks respon-
dents if they find it difficult to pay their bills
or if they cut back on nonmedical expenses,
such as eating out or traveling. Also asks about
the perceived fairness of policy alternatives for
making long-term care in nursing homes more
accessible to older people.

HRS 1992 (Wave 1) Modules

B Module A: Physiological measurements of
health and functioning status. Measures vital
capacity using Peak Expiratory Flow Rate
(PEFR) and assesses grip strength to provide a
means of validating self-reports.



B Modules B and C: ADL measures used in the
National Long-Term Care Survey and in the
National Health Interview Survey. Collects
data to provide researchers with a cross-walk
that would allow the HRS ADL measures to be
recalibrated to better correspond to the ADL
measures in these other studies.

B Module D: Meta-memory. Asks a battery of
questions to assess meta-memory, along with
the Census Bureau screen question used for the
presence of ADL limitations.

B Module E: Process benefits. Uses a set of 10-
point scales to ascertain respondents’ intrinsic
satisfaction from work, housework, and various
types of leisure.

B Module F: Employment alternatives. Asks a
series of questions on 10-point probability
scales asking respondents about the likelihood
that they can find jobs like their present jobs
but with specified differences in characteristics,
such as different amounts of pay, greater
amounts of flexibility in hours per week, weeks
per year, and hours per day.

B Module G: Parental wealth. Asks a set of ques-
tions about the asset holdings of respondents’
parents, and then requests permission to talk to
the parents.

B Module H: Occupational injuries. Inquires about
various characteristics of work that relate to the
likelihood of on-the-job injuries.

B Module J: Health risks. Asks a set of questions
about the likelihood that respondents or spous-
es will need long-term care in a nursing home,
longevity estimates relating to the spouse of the
respondent, expectations about having medi-
cal care insurance at age 65 provided by an
employer, and questions about the coverage
of Medicare and the coverage that could be
available from other types of insurance. Also
asks about Medicaid coverage and respondents’
perceptions about their eligibility for Medicaid.

B Module K: Substitution elasticity of consump-
tion. A highly experimental measure of the
intertemporal elasticity of substitution in
consumption, a concept that plays a key role in
economic models of life-cycle saving behavior.
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Robert Willis, Ph.D.
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University of Michigan

David Weir, Ph.D.
(2000-present)
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F. Thomas Juster, Ph.D.
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University of Michigan

Charles Brown, Ph.D.
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University of Michigan
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(2000-present)
Dartmouth College

John Henretta, Ph.D.
(1993-2006)
University of Florida
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(1993-2002)
University of Michigan

Daniel Hill, Ph.D.
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University of Michigan

Martha Hill, Ph.D.
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University of Michigan

Michael Hurd, Ph.D.
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University of Southern California

Olivia Mitchell, Ph.D.
(1991-present)
University of Pennsylvania

Mary Beth Ofstedal, Ph.D.
(2000-present)
University of Michigan

Willard Rodgers, Ph.D.
(1993-2006)
University of Michigan

Beth J. Soldo, Ph.D.
(1990-present)
University of Pennsylvania

Thomas Steinmeier, Ph.D.
(1991-present)
Texas Tech University

Robert Wallace, M.D.
(1990-present)
University of lowa

Doug Wolf, Ph.D.
(1993-1995)
Syracuse University

STEERING COMMITTEE

Affiliations listed are as of the time

of Steering Committee membership.

The Steering Committee completed
its service in 2004.

Henry J. Aaron, Ph.D.
(1990-1992)
Brookings Institution

John Breitner, M.D.
(1996-1997)
Duke University

Richard Campbell, Ph.D.
(1995-1997)
University of Illinois

Denis Evans, M.D.
(2000-2004)
Rush University

Douglas Ewbank, M.D.
(2000-2004)
University of Pennsylvania

Alan M. Garber, M.D., Ph.D.
(1990-1998)
Stanford University

Robert Hauser, Ph.D.
(2000-2004)
University of Wisconsin

Albert Hermalin, Ph.D.
(1995-1997)
University of Michigan

Christopher Hertzog, Ph.D.
(2000-2004)
Georgia Institute of Technology

George Kaplan, Ph.D.
(1996-1997)
University of Michigan

Raynard Kington, M.D., Ph.D.
(2000-2002)
NHANES/National Institutes of
Health

M. Powell Lawton, Ph.D.*
(1995-1997)
Philadelphia Geriatric Center

Lee Lillard, Ph.D.*
(1995-1998)
RAND Corporation

John J. McArdle, Ph.D.
(2004)
University of Virginia



Mark McClellan, M.D., Ph.D.
(1997-1998)
Stanford University

David Meltzer, M.D., Ph.D.
(2000-2004)
University of Chicago

Marilyn Moon, Ph.D.
(1991-1997)
The Urban Institute

John Rust, Ph.D.
(2000-2004)
Yale University

Jonathan Skinner, Ph.D.
(2000-2004)
Dartmouth College

Frank Sloan, Ph.D.
(1990-1997)
Vanderbilt University

Timothy Smeeding, Ph.D.
(1995-1998)
Syracuse University

Richard Suzman, Ph.D.
(1990-2004)

Ex Officio

National Institute on Aging

John Ware, Ph.D.
(1990-1992)
New England Medical Center

Robert Willis, Ph.D.
(1990 -1994)
University of Chicago

Doug Wolf, Ph.D.
(1995-1997)
Syracuse University

Kenneth Wolpin, Ph.D.
(2000-2004)
University of Pennsylvania

DATA MONITORING
COMMITTEE

Current Members

James Smith, Ph.D., Chair
(1991-present)
RAND Corporation

David A. Bennett, M.D.
(2006-present)
Rush University

Lisa Berkman, Ph.D.
(2000-present)
Harvard University

John Cacioppo, Ph.D.
(2005-present)
University of Chicago

Nicholas Christakis, M.D., Ph.D.
(2005-present)
Harvard University

Eileen Crimmins, Ph.D.
(2000-2006)
University of Southern California

Linda Fried, M.D., M.P.H.
(1991-present)
Johns Hopkins University

Richard Kulka, Ph.D.
(2000-present)
Abt Associates

David Laibson, Ph.D.
(2000-present)
Harvard University

Carol Ryff, Ph.D.
(2000-present)
University of Wisconsin—Madison

Jonathan Skinner, Ph.D.
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Dartmouth College

Richard Suzman, Ph.D.
(1991-present)
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National Institute on Aging

David Wise, Ph.D.
(1991-present)
Harvard University

Social Security Administration Liaison
Irena Dushi, Ph.D

National Institute on Aging
Neuroscience and Neurospychology of
Aging Program Liaison

Dallas Anderson, Ph.D.

Past Members

Affiliations listed are as of the time
of Data Monitoring Committee
membership.

Lawrence Atkins
Winthrop, Stimson, Putnam
& Roberts

David Cutler, Ph.D.
Harvard University

Alex Inkeles, Ph.D.
Stanford University

Lee Lillard, Ph.D.*
RAND Corporation

Kenneth Manton, Ph.D.
Duke University

John J. McArdle, Ph.D.
University of Virginia

Mark McClellan, M.D., Ph.D.
Stanford University
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Nancy McConnell
Population Resource Center

George C. Myers, Ph.D.*
Duke University

Adrian Ostfeld, M.D.
Yale University

Dorothy Rice, Sc.D.
University of California,
San Francisco

Dallas Salisbury, M.A.
Employee Benefit Research Institute

Sylvester Schieber, Ph.D.
Watson Wyatt Worldwide

Anderson Smith, Ph.D.
Georgia Institute of Technology

Marta Tienda, Ph.D.
Princeton University

Executive Secretaries

Rose Maria Li, M.B.A., Ph.D.
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Richard Woodbury, Ph.D.
(2000-2001)
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Past Federal Agency
Sponsor Representatives

Representatives of agencies that have
provided funds or technical assistance

Department of Health and
Human Services

Office of the Assistant Secretary
for Planning and Evaluation
Robert Clark, Ph.D.

Steven Sandell, Ph.D.*

Department of Commerce
Census Bureau
Kevin Kinsella, M.A.

Department of Labor
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Administration

Richard Hinz, M.P.A, C.F.A.
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Social Security Administration
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Janice Olson Ph.D.
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American Association of
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Richard Seefer
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Elizabeth Mauser, Ph.D.

Marshall McBean, M.Sc., M.D.
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